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Methods and results
To determine whether these reports 1 2 and recommendations 3 had produced improvement, we designed a questionnaire for medical schools (available on bmj.com), approved by the Council of Heads of Medical Schools. It was sent in November 2000, via deans, to those providing advice on electives in all 23 British medical schools. Forms were returned by March 2001.
All but three schools had changed their elective policies with regard to bloodborne viruses as a result of our paper or the health department's advice (table) . No school forbade electives in areas of high HIV prevalence. Some advised restrictions on clinical practice in areas of high HIV endemicity (13) or poor standards of supervision or infection control (15). Five schools did not recommend HIV postexposure prophylaxis starter packs, although two of these advised students against any invasive procedures, including venepuncture, in the absence of local needlestick injury protocols offering postexposure prophylaxis. Some schools did not provide written advice on vaccinations or antimalarial prophylaxis, some did not provide an immunisation service, and one provided neither. General health hazards reported during the previous three years were (in order of frequency): assault, malaria, dysentery, road traffic injuries, and schistosomiasis. Three students died, one while diving, one in a road crash, and one through carbon monoxide poisoning from a faulty gas water heater.
Comment
Although some medical schools still do not recommend HIV postexposure prophylaxis for students on electives, we think that it should be provided when indicated. Students are vaccinated against hepatitis B, and education about the risks and prevention of bloodborne viruses and the follow up of needlestick injuries, whether at home or abroad, is important throughout the curriculum. Although students on electives are more likely to be injured through trauma and violence or infected with malaria, we concentrated on the risks from HIV, since these have again been highlighted by two recent studies. One showed that in parts of sub-Saharan Africa half of adult male inpatients are HIV positive and 56% of interns had experienced penetrating injuries, 18% from HIV positive patients. 4 One UK medical school reported that 38 out of 103 students had had significant exposure to potentially infected blood on their electives.
Although
The medical school questionnaire appears on bmj.com
Responses of the 23 medical schools returning the questionnaire on the advice they give to students on electives Infantile hypertrophic pyloric stenosis affects 0.5 to 3.0 per 1000 live births. 1 2 The aetiology is unclear, but family history and sex distribution seem important and might indicate a genetic role.
3 However, a recently reported fall in the incidence of infantile hypertrophic pyloric stenosis suggests that environmental factors are also important. 4 During the last decade a similar reduction in the proportion of pregnant women who smoke was reported in Denmark, 5 raising the possibility that maternal smoking is a risk factor for infantile hypertrophic pyloric stenosis. This hypothesis is supported by the reported ecological association between infantile hypertrophic pyloric stenosis and sudden infant death syndrome.
1 Maternal smoking is also a risk factor for sudden infant death syndrome, 1 and we therefore examined whether maternal smoking was a risk factor for infantile hypertrophic pyloric stenosis in a population based Danish cohort.
Methods and results
We conducted the study between 1 January 1991 and 31 December 2000 in the Danish county of North Jutland and included data on all women who delivered a live infant after 28 weeks' gestation. The county birth registry contains information on all births since 1 January 1991. The main data comprise maternal age, self reported smoking status at the first visit to the midwife, birth order, gestational age, length and weight of neonates at birth, civil status, and civil registry numbers for both mother and child.
We identified all cases of infantile hypertrophic pyloric stenosis from the county hospital discharge registry, which contains data on all discharges from the hospitals since 1977, the civil registry number, dates of admission and discharge, surgical procedures performed, and up to 20 diagnoses classified according to the international classification of diseases (ICD-8 until the end of 1993 and then ICD-10). The codes for infantile hypertrophic pyloric stenosis were 750.19 (ICD-8) and Q40.0 (ICD-10). The civil registry numbers were used to link the records in both registries.
We used SAS version 8.02 for logistic regression. We estimated the risk of infantile hypertrophic pyloric stenosis among infants born to smoking mothers and non-smoking mothers adjusted for maternal age, civil status, birth order, and sex of the child.
There were 57 996 births during the study, and 16 725 (28.8%) mothers smoked. We identified 78 cases of infantile hypertrophic pyloric stenosis, yielding a cumulative incidence of 1.3%. Thirty five cases (0.2%) occurred among maternal smokers compared with 43 (0.1%) among maternal nonsmokers, giving a relative risk of 2.0. The adjusted odds ratio was also 2.0 (95% confidence interval 1.3 to 3.1, table). The correlation between the proportion of smokers and annual incidence of infantile hypertrophic pyloric stenosis per birth year was 0.65 (Spearman's =0.65, P=0.04). The highest incidence was 0.22% in 1991 (33% were smokers), the lowest 0.05% in 1997 (28% smokers).
Comment
Our data suggest that maternal smoking is a risk factor for infantile hypertrophic pyloric stenosis. We cannot determine whether the association is caused by smoking during pregnancy or postnatally-that is, through breast milk or passive smoking. We were able to adjust for some risk factors, but confounding by unknown factors associated with smoking cannot be ruled out.
